When the final article is assigned to volumes/issues of the Journal, the Article in Press version will be removed and the final version appear in the associated published volumes/issues of the Journal. The date the article was made available online first will be carried over. 
Introduction
Over the last few years, an increasing number of epidemiological studies were carried out around the world to determine the state of oral health 1, 2 . Complete or partial tooth loss has been recognized as the final outcome of the mouth and teeth diseases, health behavior, preferences or professional intervention 3 . Burt et al. 4 concluded that the complete tooth loss is not just a disease-related extension of partial tooth loss, but rather a different phenomenon with social-attitudinal factors playing a prominent part. It is well known that social factors and other determinants influence health outcomes 5 . The results of studies of health inequalities showed that inequalities are most often related to education, occupational class, income and demographic characteristics such as gender and age 6, 7 .Oral diseases appear to be the major risk factors for partial tooth loss, suggesting that sociodemographic, lifestylefactorsand depressive disorders play animportant role 8, 9 .
Furthermore, behavioral factors such as smoking, unhealthy dietary patterns and inadequate consumption of milk, fruit and vegetable are believed to contribute to tooth loss as well 3, 10, 11 .On the other hand, oral status may cause suffering and has great impacts on general quality of life (dysfunction of the oral cavity and facial aesthetics, absenteeism, social isolation, etc.) 12 .
Nowadays depressive disorders are one of the leading health challenges of the 21st century due to its high prevalence and constant growth 13 .Depressive symptoms have been correlated to poorer self-assessed oral health and oral-health-related quality of life 14, 15 . It was estimated that one in five dental patients may have a depressive disorder 16 .
Since 2005, there were significant changes in legal regulations, concerning the adult population 18+ in Serbiacosts of dental services (with exceptionof pregnant women, new mothers and the elderly over 65 years old)which influenced a lot the provision and use of dental health care.According to the National Health Survey of 2013, only 26.9% of respondents had their own dentist in the state-owned institution and 31% in private practice 17 .
The aim of this study was to determine whether thepossible independent sociodemographic, risk factors and depressive disorderscouldcontributeto tooth loss in the adult population of Serbia.
Methods
This study represents an analysis of the 2013 National Health Survey for the population of Serbia (without data of Kosovo and Metohia population), which was carried out by the Data were analyzed by methods of descriptive statistics, bivariate and multivariate logistic regressions. Variables were examined for each type of edentulism using ANOVA and chisquare analyses. Prevalence of edentulism with 95% confidence intervals (CI) adjusted on age were also obtained. In order to determine possible predictors of edentulism, multivariate logistic regression model was implemented for all types of edentulism. All selected independent variables were included in the model. The probability p< 0.05, was taken as the minimum level of significance. The analyses were done by using the statistical software package SPSS 21 including the weight factor ("weight on"), which is used for correction of disproportionate size of the sample and adjustment of the data collected.
Results
The mean age was significantly higher among respondents with more missing teeth. were significantly associated with edentulism, both partial and total. In multivariate model we found that demographic factors (age, living with partner), socioeconomic factors (low and middle education, Wealth Index), life styles (smokers, BMI) and PHQ-8 score were significantly associated with edentulism.Results showed that the odds of more than 10 teeth vs no missing teeth were the highest among respondents with higher age, females, who live with a partner, with low and secondary education, the poorest to the rich class, ex-smokers and smokers, respondents with higher BMI and respondents who belonged to the category of mild depressive symptoms (5-9 points on the scale PHQ-8).
Discussion
WHO data indicated that 15-20% of the world midlife population (age 35-44 years)
is at risk of tooth loss, and about 30% of the population aged 65-74 years has no teeth 23 . In adult population aged 20 years and older, the prevalence of complete loss of teeth is the lowest in Canada and Mexico (around 6%) 24,25 while in Serbia it is almost two times higher (11.3%). Since 2000, the trend of complete tooth loss in the population of Serbia is in decline while the situation with the loss of 10 or more teeth, reversed 26 .
It is noticed that women have a greater odds of partial (10 or more missing teeth) or complete edentulism. Reasons for the increased chance for women to partially or completely lose their teeth are still unsolved and there are only assumptions 27 . Perhaps we should pay more attention to the period of pregnancy in women when there is a hormonal imbalance causing the teeth and gums become more sensitive to bacteria, which increase the chance of infection and tooth loss.
Examining connection between marital status and lack of teeth, we could observe that life with a partner was in correlation with the partial lack of teeth (1-5, 6-10 and 10 teeth and more teeth but not all). Respondents who lived with a partner had more than two times higher chance of a partial lack of teeth compared to those who livedalone.
Conversely, the results of research carried out in Canada and Sweden indicated that life without a partner is a risk factor for tooth loss 28, 29 . This finding may be explained by poor relations between partners, socio-economic situation and the lack of support.
Analyzing the socio-economic factors,it was registered that there is a significant association between low education and the Wealth Index with a partial and a complete lack of teeth. However, when we observed unemployment as a socio-economic indicator, we noted that the inactive population inversely correlated with partial missing teeth and had 40% lower chance of 1-5 missing teeth vs. no missing teeth. This result could be explained by the structure of the inactive population, since the majority of respondents in this category are students and housewives who are younger or middle age.
Respondents with mild depressive symptoms were more likely to lose 10 or more teeth compared to those who were not depressed, which was in line with the increase in PHQ-8 score. However, Hibelset al. 30 did not confirm association between depressive symptoms and the lack of teeth. Depressive symptoms can affect oral health in two ways.
The first is by biological mechanism, by contributing to problems with the immune system.
Depression can stimulate the production of proinflammatory cytokines that can influence the conditions that contribute to the development of periodontal disease 31 . Also, the use of certain antidepressants is associated with hypo-salivation, which can affect the poor state of oral health, including dry mouth, burning sensation, the occurrence of periodontal disease and caries 32 . Another way is the impact of depressive symptoms on the insufficient motivation for oral-hygiene practices, and reduced frequency of tooth brushing and irregular dental visits 6 . Based on the perceived situation, we can say that the maintenance of depressive disorders under control, regular visits to the dentist and social support contribute to the prevention of tooth loss.
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